The academic-practice gap in nursing is well documented. Academe is criticized for producing nurses insufficiently prepared to fully participate in patient care. Practice settings are criticized for having unrealistic expectations of new graduates.
INTRODUCTION
The academic-practice gap has been well documented in the literature for four decades and current literature suggests little has changed over time. Academe is criticized for producing registered nurses (RNs) who are insufficiently prepared to fully participate in patient care. Practice settings are criticized for having unrealistic expectations of students or new graduates still in the formative stages of their learning. 1 The perceived competence gaps among newly employed RN graduates appear to span the domains of critical thinking, communication, clinical knowledge, managing time and responsibilities, professionalism, technical or psychomotor skills, physical assessment, and teamwork. 2 All of these skill sets are critical to safe and effective nursing practice. Indeed, Jones and West 3 argue that academic-practice gaps place patient safety and the quality of care at risk if a new graduate does not have the critical thinking skills or competencies needed to apply critical judgments to patient situations.
Debate continues, however, about where accountability for the problem should reside: practice, education, or both? Although often claiming that new graduates are not prepared for practice, employers frequently have lacked evidence-based performance outcome measures to provide the basis of targeted change or interventions within the academic setting. In addition, there seems to be a lack of conceptual clarity regarding the use and meaning of the terms critical thinking, clinical reasoning, clinical judgment, and clinical decision making in education and practice. 4 This has created confusion regarding how best to teach students clinical decision making or to help them develop clinical judgment skills.
Numminen et al. 5 suggest it is an impossible charge for educators to prepare graduates with fully developed competencies. Some novice nurses have suggested that nursing programs may be more focused on preparing students for success on the NCLEX R than they are on preparing them for practice. 6 The challenge appears to be how best to use available resources to prepare nurses who meet educational outcomes and can meet the health care needs of individuals, families, communities, and the country at large. In addition, new graduates need to have satisfaction and pride in their achievements when they enter practice. 1 This article is based on a review of the literature and an exploration of contemporary practices used to bridge academic and practice partnerships. It describes differences in outcome expectations for new graduates between academe and practice and suggests consequences of the gap for new graduates, patients, and employers. Three categories of strategies (educational, practice, and collaborative) are presented to address the gap. The Nursing Executive Center of the Advisory Board 9 also issued a report on the gap between the academic preparation of nursing students and the needs/expectations of clinical agencies who hire them after graduation. The report identified a "preparation-practice" problem that reflects concerns of the frontline hospital leaders. In another study, 95% of preceptors felt novice nurses could not correctly characterize patients' illness severity status. 10 Similarly, Jones and West 3 note that acute care hospitals, which are the most frequent employers of new RN graduates, continue to report incongruence between the expectations of education and employers.
THE PRACTICE GAP: UNMET EMPLOYER EXPECTATIONS
Indeed, a recent study by Berman et al. 2 supported the idea that these graduates are not fully prepared for practice expectations. A study by Kovner et al. 11 also supported an academic-practice gap in reporting that despite the current strong emphasis on quality improvement, 38.6% new nurses enter the profession feeling "poorly"
or "very poorly" prepared by their nursing education programs to implement quality improvement measures. In fact, 12.6% reported never having heard of the widely used term (quality improvement) now at the forefront of health reform discussions.
TA B L E 1 Transition to practice concerns of new graduates
• Colliding expectations-The new graduates expected the workplace to be more in keeping with what they were taught in nursing school; "high patient-to-nurse ratios were a particularly dominant source of stress."
• The need for speed-The new graduates felt there should have been more time for them to transition to carrying full responsibilities for patient care.
• You want too much-There were many complaints about the heavy workload, with little time to do it and little time to spend with patients.
• How dare you?-The nurses felt they were mistreated by nurse and physician colleagues and management.
• Change is on the horizon-Despite the many complaints about the workplace and the workload, the nurses described a hopefulness that things would improve. and reinforcing the idea that some degree of "reality shock" exists upon entry into practice. 15 Areas of concern cited by the new graduates included high patient to nurse ratios, inadequate time to carry out patient care duties, unreasonable workloads, and perceived mistreatment by colleagues.
Hickerson, Taylor, and Terhaar 16 concur that this transition period is difficult, noting that novice nurses transitioning into practice often experience stress, anxiety, and lack of support. These difficulties then lead to high turnover among the novice nurses, increased costs to the institution, and patient safety issues. Personal dissonance for the new graduate increases when academicians tell them they are well prepared for the work setting upon graduation and practice leaders suggest differently. This difference in perceptions is the crux of the problem.
Such differences were apparent in a landmark study of more than 3,500 hospital and health system nurse executives that found, while nearly 90% of academic leaders believed nursing students were fully prepared to provide safe and effective care, only 10% of hospital and health system nurse executives felt that to be true (Advisory Board). 9 Among 5,700 frontline nurse leaders, only 25% were satisfied with the clinical skills of new RN graduates. Management of responsibilities, including activities such as conducting appropriate follow-up, the ability to prioritize, and the delegation of tasks were ranked by nurse leaders in the bottom third level of proficiency for new graduate nurses.
Similarly, a study by Numminen et al. 5 compared nurse educators'
and managers' views of new nurse competency. Educators consistently rated new graduate competency higher than nurse managers.
The most significant differences in perception centered on the use of evidence-based practice and independent initiative.
THE CONSEQUENCES OF AN ACADEMIC-PRACTICE GAP
Goodare 17 notes that internationally, attrition rates of new graduate nurses in their first year of practice ranges between 30% and 60%.
He suggests that this is because new nurses enter the profession with a beginning skill set, reflective of their education, coupled with previous values and ideas about the profession itself and that socialization of these new professionals is often inadequate. Indeed, newcomers to the nursing profession expressed that learning how to behave appropriately in the workplace was more difficult than bridging the gap between theory and practice. 17 Hickerson et al. 16 agree, noting that inadequately prepared nurses are less likely to thrive, may leave their jobs prematurely (thereby increasing turnover), or may stay at their jobs under stress and duress.
They also experience high levels of stress and psychic distress as they become aware of their preparation gap and deficiencies. 16 The transition from nursing student to a competent RN is a challenging experience, having positive or negative influences on the new graduate nurse's professional development and on their long-term commitment to the profession. 18 Haman 19 suggests that a collision of academic and practice values leads to poor job satisfaction, increased stress, decreased confidence, and higher turnover rates, which affects the retention of new nurses, creates financial burdens, and decreases safety.
Ultimately though, the consequences of an ill prepared new graduate must be viewed in terms of patient safety or the lack thereof.
Hickerson et al. 16 note that increased patient errors and poor patient outcomes can be seen when inadequately prepared nurses enter practice. Novice nurses tend to make more errors, 20 but near-miss situa-
TA B L E 2 Strategies for reducing the academic-practice gap

Education strategies
Increased use of simulated learning in nursing education
Disruptive innovations in teaching methods
• Promoting learner-centered, active approaches to learning
• Curriculum revision cation, and delegation are often thought to be soft skills. However, the importance of these skills cannot be overemphasized since the majority of unintended sentinel events involve a breakdown in communication among health caregivers. 21 
ADDRESSING THE PROBLEM
Knowing the academic-practice gap exists, how is the problem being addressed? Many strategies have been suggested and trialed in addressing the academic-practice gap. Five of the most promising are discussed in this article (Table 2) . Two reside primarily within the realm and responsibility of education and one is directed at practice. The last two, however, represent a need for collaboration between education and practice to address this enduring problem (Fig. 1 ).
Educational strategies
Increased use of simulated learning in nursing education
Bauchat et al. 22 suggest that the traditional clinical learning environment is not teaching student healthcare providers the vital communi- 
5.1.2
Disruptive innovations in teaching methods
Promoting learner-centered, active approaches to learning
Educators are challenged to prepare students for a rapidly changing healthcare environment. Traditional faculty-centered teaching methods focused on presenting lists of topics or content students were to learn. This approach encouraged students to memorize information rather than develop a deep understanding that could be applied to new situations. 25 Learner-centered, active approaches to learning, and simulation,which are disruptive innovations in education, engage students in thinking and learning, and promote the development of clinical judgment skills. Incorporating more learner-centered, active approaches then is a strategy for reducing the academic-practice gap.
Such approaches provide opportunities for students to understand how concepts are exemplified in practice and to develop clinical judgment skills that promote quality, safe patient care. 26, 27 This requires educators to move away from the podium, minimize the use of PowerPoint, and design and orchestrate experiences that are interactive and engaging. The educational focus must shift to what students will do to learn and how the educator will inspire and support that learning. 28 Asking intriguing and challenging questions, concept mapping and journaling are a few examples of learner-centered approaches. In addition, students often have limited clinical imagination, particularly as they enter a nursing program. They need educators to help them identify the most salient aspects of a clinical situation and make the connections between knowledge and clinical practice. Indeed, Benner et al. 29 note that a significant gap exists between today's nursing practice and the education for that practice and that it is the application of clinical learning in the classroom that truly prepares students to apply concepts in clinical situations.
Another strategy to promote active learning is the flipped classroom.
In the flipped classroom, students review instructional content before class and then use their in-class time for application exercises, smallgroup collaboration, or guided learning with facilitators. Hessler 30 suggests that flipped learning instruction moves from the group learning space to the individual learning space, and the resulting group space is transformed into a dynamic, interactive learning environment where the educator can guide students to apply concepts and engage actively in subject content. Hessler 30 suggests that this learning approach can reduce the academic-practice gap by helping students engage at a higher level of learning taxonomy; improving both critical thinking and problem solving that transfers from the classroom to practice.
Curriculum revision
Nurse educators are challenged to develop undergraduate curriculums that prepare nurses to manage large amounts of data-rich knowledge in technology-driven healthcare environments, making the best quality patient care decisions possible. 31 Considering the expectations of stakeholders, including practice partners, helps to better prepare graduates for practice. When developing the curriculum, consideration must be given not only what is to be taught, but also how it is organized and how teaching will occur to meet program outcomes.
Faculty members often feel they must teach everything in order for students to be successful. However, education is departing from memorizing facts and moving toward an application approach to learning. Concept-based curricula allow faculty to thread global concepts significant to nursing practice and healthcare, rather than attempt to teach significant content about many diseases. Examples of concepts include communication, oxygenation, safety, and infection control.
These concepts are continuously threaded and re-enforced throughout the curriculum in a variety of health conditions across the life span. This concept learning approach uses organizational principles or a classification approach in order to gain a deeper perception of the material. Rather than memorizing facts, a core set of concepts can help students recognize and understand similarities and recurring themes. 32 
Competency-based education
Although it was introduced more than 30 years ago, competencybased education (CBE) is receiving new attention in nursing educa-tion. CBE curriculums focus on the desired performance characteristics of health care professionals. 31 In CBE, students and faculty place emphasis on the demonstration of competencies that are nec- 34 In addition, adding and evaluating the use of competencies using a performance matrix may identify potential strengths and opportunities to assist nursing schools with improvements in curriculum. 34 The evaluation of key competencies in CBE is a potential strategy to narrow the academic-practice gap.
Practice strategies
Extended orientation for new graduates/Transition to Practice programs
Jones and West 3 note that new graduates often begin working as an RN with little more than a few weeks of orientation, in contrast to most other health professions, which require formal and, often standardized, internships or residencies. This is largely a residual outcome of the traditional nursing educational system that was grounded in apprenticeship and hospital-based training programs that led to the student receiving a diploma in nursing. A large portion of the education of the diploma-prepared nurse included clinical training by providing direct care to patients in the hospital that sponsored the program. Following graduation, only a few weeks of orientation specific to the hospital or the unit they were assigned was required, as many were first employed at their training hospital.
This limited orientation has certainly contributed to the academicpractice gap. One solution to address the problem has been the introduction of TTP programs, also referred to as "residencies," "extern- Some of these programs take up to a year to complete, whereas others are only 12-16 weeks in length. Still other programs are for new graduates who have yet to be hired, so they may gain skills to become more employable.
Healthcare institutions with TTP programs report a marked drop in attrition and improved patient outcomes (National Council of State Boards of Nursing). 35 In addition, Jones and West 3 note that new graduates enrolled in TTP programs experience fewer patient medication errors and better patient safety practices, higher competency levels, less stress, increased job satisfaction, and lower turnover rates. This is because TTP programs bridge the gap by providing the new graduate opportunities to take the learnings from nursing school and apply them in an expanded, intensive, and integrated clinical learning situation while providing direct patient care under the guidance of a preceptor.
According to a 2014 RN practice analysis, 95.4% of newly licensed RN respondents receive some type of formal orientation. 14 However, the length and format of this orientation varied with only 13.6% of respondents reporting a formal orientation lasting an average of 13.7 weeks. Approximately 67% of newly licensed RNs respondents reported working with an assigned preceptor for 8.3 weeks. Neither of these orientation programs meet the guidelines of the NCSBN TTP program recommending that a preceptor work with a newly licensed RN the first 6 months of practice, followed by institutional support for the second 6 months of the program. 12 These strategic timeline recommendations align with newly licensed RNs' job satisfaction outcomes, which decrease at 6-9 months compared to baseline and rise to their highest level between 9 and 12 months. 12 In addition, Spector et al. 12 found that high preceptor support, defined as a one-on-one relationship where the graduate shared assignments and adopted the preceptors schedule, had significantly higher preceptor competency ratings and a significantly lower turnover rate than those newly licensed nurses who had access to a preceptor for questions but did not share assignments (i.e., low preceptor support). Campbell 36 agrees, noting that mentoring novice nurses via preceptors and mentors can improve nursing competencies as they transition from school to practice since nursing competency levels increase when such interaction occurs. The preceptor/mentor interaction also encourages experienced nurses (mentors) to keep upto-date regarding their knowledge, skills, and current evidence. 36, 37 Again, practice leaders must encourage experienced nurses to take on these roles and provide incentives to see that this type of mentoring occurs for students and new graduates.
In addition, nurse educators can provide students with information about the types of supportive, evidence-based TTP programs to look for when interviewing for their first job. 38 
Collaborative strategies (education and practice)
Dedicated education units
Another new model of clinical education believed to help bridge the academic-practice gap is the "dedicated education unit (DEU)."
A recommendation by the Advisory Board 9 was the establishment of "student-centered" units in hospitals. The central concept of the student-centered models or DEUs is the belief that the staff nurse serves as a vital partner in the student nurse's education in his/her professional role, skills, and knowledge. 39 On a DEU, educators collaborate with staff nurses to provide improved clinical experiences.
Students become integrated in the hospital unit and with the treatment team as they work side by side with the staff nurses, applying theory to practice.
One benefit of a DEU includes the partnership of the leaders in the academic and clinical institutions. Closer working relationships develop with important dialog about successes and challenges across the two areas. Clinical needs, expectations, and student outcomes are observed and discussed by both groups to facilitate quality improvement, promote excellence in clinical education, and ultimately improve patient care. 40 Another benefit is the overwhelming satisfaction of users. Jeffries et al. 40 suggests that students enrolled in one DEU clinical model wanted more of the experience. In fact, because more students wanted to be immersed in this model rather than a traditional model, a lottery system had to be set up for student selection for this immersion clinical education opportunity. 40 Students shared that working one-on-one with a clinical preceptor proved to be a rewarding professional growth experience. In addition, developing and testing new models of clinical education can be used as a mechanism to bridge the academic practice partnership gap when service and education are cooperating on executive advisory committees, developing clinical partnerships, and ultimately working together to provide safe, quality care for patients.
Academic service partnerships
Academic service partnerships have also been suggested as a strategy for addressing the academic-practice gap. Such partnerships are much more than the negotiation of a clinical site or a preceptor to facilitate teaching. Forming an academic service partnership has been seen as a primary vehicle to reform clinical nursing education, and also an opportunity for faculty and clinicians to assume new roles that improve the standard of patient care and provide for professional development.
Slaikeu 41 notes that such collaboration requires that both academe and practice commit to moving from ownership to partnership. This requires "abandoning the comfort of habits, reasoning, and values that have created the current system"). 41(p48) In a small study investigating the use of the Synergy Partnership Model, Debourgh 42 describes how commitment from all participants in an academic-service partnership has the potential to support student acquisition of knowledge regarding patient safety and quality standards, team work, and effective communication thus creating enhanced clinical practice competencies. These outcomes occur because of the alignment of agency safety and quality initiatives and school student outcome competencies. Thus, the partnership model establishes participant commitment, clarifies professional actions and accountabilities, and structures the integration of student learning with the clinical practice of agency nurses and physicians. 42 In addition, when faculty and clinicians share in the clinical education of nursing students, the traditional role of the faculty member changes. Faculty attention may be directed toward mentoring expert clinicians to become educators, facilitating theory-practice exchange, developing evidence-based nursing practice, and collaborating and consulting on research. 43 The focus of the faculty member is on indirectly impacting student learning by assisting clinicians to become effective educators.
In addition, academic service partnerships must be formed at the highest managerial levels, be implemented by a joint committee of stakeholders, and be based on mutually beneficial and measurable goals. Nabavi, et al. 43 describe a model for attaining mutually beneficial outcomes through the partnering process. The process begins with identifying the potential benefits or assets each partner brings to the Concerns about patient safety have led some agencies to restrict student clinical practice or prevent full participation in the activities of patient care. In these scenarios, students never develop a full appreciation for their roles and responsibilities in providing safe care that meets quality standards and promotes positive patient outcomes. In effect, healthcare agencies must share some of the responsibility for the new graduates' clinical inadequacies. 42 Additionally, depending on the negotiated goals of the partnership, the academic partner may provide resources to assist clinicians to advance their educational credentials, while the service partner 45 This requires strong leadership. Often when there is turnover in the major players or leadership changes, the partnership dissolves.
Although the literature has many descriptions of academic-service partnerships that have developed over the years, objective evidence of their long-term success is limited. 46 Partnerships should address strategies for long-term sustainability as part of the initial and ongoing collaboration and establish an infrastructure that documents benefit for all stakeholders. Continued mutually beneficial outcomes will ensure that the partnerships survive.
CONCLUSIONS
Hickerson et al. 16 note that although nursing schools in America may be among the best in the world, a significant gap continues to exist between the demands of practice and the educational preparation for practice. This preparation-practice gap is a challenge and closing the gap will likely require a coordinated response from both academe and clinical practice. 46 At a time when it is critical for hospitals and nursing schools to work even more closely together to prepare the next generation of nurses, the viewpoints of their respective leaders unfortunately continue to appear divergent. 9 Given projected impending workforce shortages, the competence of new RN graduates at entry into practice will be more critical than ever in ensuring safe, effective, and highquality nursing care. 2 It is essential that nursing courses and clinical experiences provide students with sufficient opportunity to learn and develop the cognitive, affective, and psychomotor skills to safely provide patient care at the beginning of their careers.
